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G 000 INITIAL COMMENTS G 000

 This was a federal Home Health Agency 

complaint investigation.  

Complaint #:  IN00131602- Unsubstantiated: 

Allegation did not occur.

Survey date:  July 24, 2013

Facility #:  012855

Medicaid vendor #:  15K091

Surveyor:  Miriam Bennett, RN, BSN, PHNS

At Home Skilled Care is in compliance with the 

Condition of Participation 42 CFR Part 484.10 

Condition: Patient Rights as related to this 

complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

July 24, 2013
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